
      

      

      

 

   

 

   

   

________________________________________________ _______________________________ 

Vocational Rehabilitation and Blind Services Programs (VRBS) 

Montana Department of Public Health and Human Services 

Successful Outcome Form 

Client Name: 

Job Title: __________________________ 

Place of Employment: _________________________________________ 

Address of Employment: _______________________________________________________________ 
Street City Zip 

Start Date of Employment: ______________ 

Supervisor/Manager Name and Contact Number: _____________________ ___________________ 

Number of Hours worked per week: __________________________ 

Hourly Pay Rate: __________________________ 

Benefits Provided: ________________________________________________________________ 

First pay stub included with form? __________________________ 

Employment Specialist Signature Date 
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